VERIFIABLE CPD PAPER
that the economic case for delegation rests on lower pay and status of therapists. It also assumes that salary differentials will continue to be maintained and can be justifi ed in terms of responsibility and training. 2 The role of women as therapists and men as the dentists was also seen to be part of this pay differential, 2 a situation that has changed substantially since 1984.
Hygienists have long been accepted as economically viable. McKendrick (1971) demonstrated that it was cheaper for hygienists to provide preventive measures than for a dentist to treat the resulting disease. 3 In the past, evaluation of therapists' output has shown it to be comparable to that of hygienists, 4 while high productivity can result from incentives and organisation. [5] [6] [7] Since UK therapists do not require direct personal supervision, they may be more cost-effective than their American counterparts. 2 For many years, dental therapists were restricted to working in the hospital and salaried public dental services (SDS) performing a limited range of clinical competencies. In contrast, hygienists have been able to negotiate a range of payment possibilities since they have been permitted to work across salaried and general dental practice (NHS and private) settings.
From 2002, therapists have been able to expand their clinical duties and responsibilities. Subsequently, employment
INTRODUCTION
Concern about cost-effectiveness of therapists is a long-standing issue. In 1984, Woolgrove and Boyles commented that therapists appear to be 'good value' as they earn less than dentists. 1 It has been argued
Objectives To enquire into current remuneration arrangements among UK dental therapists and to explore the nature of any fi nancially related concerns. Methods Part of the postal survey of therapists described in the previous paper in this series. Results The majority of therapists (63%) often work in multiple locations and therefore may be in receipt of more than one type of payment mechanism. Two thirds of therapists are paid an hourly rate in at least one of the locations where they work; just over half are paid a fi xed monthly amount and one third are self-employed. Nine percent of respondents were receiving performance-related pay, using goal setting, incentives and bonuses. A number of fi nanciallyrelated concerns were identifi ed. Conclusion Diverse payment systems were reported. Some aspects could present important implications for future recruitment and retention.
opportunities widened to include general dental practice, fi rstly in England within personal dental services (PDS) pilots, which were established to test alternative ways of delivering dental services using local innovative contracting arrangements, and later within both NHS and private general dental practice. However, a previous report of fi ndings from the present survey found that some therapists in general dental practice were undertaking a substantial proportion of hygiene duties within their overall remit. 8 The debate about cost-effectiveness related to team working involving dental therapists has continued. [9] [10] [11] In NHS general dental practice in England and Wales, changes involving the new dental contract have required an adjustment in the mindset from fee-for-item of service (FIS) reimbursement to unit of dental activity (UDA) generation for payment. At the same time in the salaried NHS services throughout the UK, 'Agenda for change' has been introduced as a single pay system, applicable to all directly employed NHS staff (except doctors, dentists and some senior managers), creating a banding process which has led to variations even within staff groups in pay and allocated bandings.
Under the FIS payment system contract, one quarter of dentists surveyed had felt that fi nance was a major barrier to employing therapists, due to lack of NHS funds and the 'uneconomic GDS scale ' . 12 At that time, it was also suggested that salaries for therapists working in the FISbased NHS general dental practice setting were impracticable. 9, 13 Respondents seemed reluctant to accept that therapists would generate enough income to pay their salaries, even at the lower salary scale of the therapist. 12 Even in England and Wales under the new dental contract, since NHS workloads are based on historic fee scales, it was anticipated that adding a therapist to the team would not be self-fi nancing, 9 although it could enable a dentist to carry out more complex and well remunerated procedures either within the NHS or privately.
The aim of this study was to survey current remuneration arrangements among UK dental therapists (in October 2006) and to explore the nature of any fi nancially related concerns.
MATERIALS AND METHODS
The 470 respondents to the previously described questionnaire survey 8 who stated that they were working as a therapist, either part-time or full-time, were the subject of this analysis. These included some who would also be qualifi ed as hygienists. The data excluded those respondents who stated that they only performed clinical duties related to dental hygiene.
The questionnaire posed four key questions regarding type(s) of employment: whether the respondents were selfemployed, paid an hourly rate, a fi xed monthly amount and whether the pay was performance-related. The results were cross tabulated with other questions reported on previously, 8 including the percentage of their clinical NHS time commitment, whether working in public salaried or NHS/ private dental practice settings, whether undertaking mainly hygiene duties, and the year when they gained their therapy qualifi cation. Semi-structured and open questions afforded the opportunity for respondents to provide free text answers with a qualitative perspective from which themes related to pay were extracted in order to identify key issues.
The frequencies were described in relation to various working patterns. In order to avoid confounders, logistic regression was used to assess whether the settings and situations in which therapists worked, the proportion of NHS clinical time and years since qualifi cation affected the various payment arrangements. The threshold for statistical signifi cance adopted was the 5% level.
RESULTS
The response rate achieved was 80.6%. The majority of respondents were based in England and Wales (94%), with 5% from Scotland and 1% from Northern Ireland. Among the respondents, 210 trained at 
Remuneration arrangements
Enquiry was made regarding the different types of remuneration received. Some therapists worked in more than one type of practice or location and under varying fi nancial arrangements. Overall, the majority (64%) were paid an hourly rate and over half (56%) received a fixed amount each month. Just one third (38%) were self-employed while 8% were on performance-related pay.
The (38%) who were either wholly or partly self-employed were more likely to:
Have been qualifi ed in dental therapy Figures 1 and 2 , for all therapists and for those working in general dental practice only. Logistic regression was performed with 'self-employed' as the dependent variable. The signifi cant dichotomised predictor variables in decreasing order of signifi cance involved 'working in private general dental practice' and 'principally undertaking hygiene duties' .
The (64% of) therapists who were either wholly or partly paid an hourly rate were more likely to:
Have been qualifi ed in dental therapy Figure 3 illustrates this gradient in relation to year of qualifi cation in more detail for all therapists and for those working in general dental practice only. Again logistic regression was calculated with 'hourly rate payment' as the dependent variable. The signifi cant predictor variables were 'working in general dental practice' and 'performing mainly hygiene duties' .
Those therapists (56%) who were either The qualitative information arising from this study provided additional themes relevant to this analysis. The largest range of responses related to concerns about low pay (n = 56), some of which were linked to 'Agenda for change' (in the salaried services: n = 19) or in England and Wales to aspects of the new dental contract (n = 21).
Concerns about low pay
Some responses were nonspecifi c while others addressed particular situations, including the pay in relation to responsibilities of tutor therapists. Many respondents felt aggrieved that hygienists earn more, although they have less stress or responsibility. Yet 
'I think most dentists don't feel having a therapist is cost-effective in general practice (especially if it's all private). Some dentists view having a hygienist as a good way of making money -no nurse, limited equipment, low overheads. Not so therapy.'

Impact of 'Agenda for change': salaried services
Many felt that their clinical training and responsibilities should result in a higher banding than that of a senior nurse, but Some responses illustrated how the payment system has been interpreted in relation to therapists making referral to them less attractive within general dental practice:
' One respondent was advised that working in the salaried service (for £12 per hour) was more lucrative than staying in general dental practice. For some, the private sector beckoned. Others were frustrated by payment systems that depended on 'results' when they were referred only diffi cult cases.
'I fear that if I am to fi nd secure work I will need to move into the private sector. Considering the fact that the NHS funded my training it seems ridiculous that they are now making it pretty impossible for us to work within the NHS.' 'I declined the PDS post as salary was £10K short of hygienist salary. Going into private practice with children which I am happy with and enjoy doing.' 'Currently [in GDS] I am referred the "impossible to treat" patients, therefore I don't get paid. The dentist will not pay me an hourly rate.'
Other observations
A lack of standardisation between practices was a cause for concern:
'Some dentists see therapists as money making machines. From 
DISCUSSION
The high response rate obtained implies that many of these fi ndings can be generalised. The majority of responses came from England and Wales, some referring to the specifi c contracting arrangements prevalent there. However, many responses are equally valid throughout the UK, including those related to the impact of 'Agenda for change'. Some respondents opted to provide additional textual information, which underlines the value of following up aspects of this study with an appropriately designed in-depth qualitative assessment.
The results of this study confi rm that those therapists who qualifi ed in earlier years were more likely to work in the salaried services and receive fi xed monthly payments. Being self-employed or paid an hourly rate was more often associated with working in general dental practice, including seeing private patients and performing more hygiene duties. Performance-related pay involved only 9% of respondents, who were most likely to work in a mixed private/NHS practice setting.
Out of the 470 responders, 22 chose to comment regarding payment mechanisms, the majority expressing dissatisfaction. In general dental practice, this seems to focus on being used for hygienist duties, where earning potential may be higher, or for treating diffi cult children, where earning potential is low. As therapists become more highly trained, better paid this was not necessarily the case. There was a general feeling of lack of recognition. Some were appealing against their banding decisions. There was also considerable variation between different NHS employing agencies (trusts/boards).
' 
Impact of the new dental contract in general dental practice (England and Wales)
For some, the new contract had engendered a sense of insecurity as there were fewer referrals. Others felt that they were expected to perform more hygienist-type duties than they would have wished.
'There seems to be constant instability since April 2006 and require surgery space, equipment and (fully qualifi ed) nursing assistance, unit costs increase. 9 Employing a therapist depends on practice productivity and, ultimately, cost. While many therapists feel their skills are not being fully utilised, it must be remembered that providing high quality patient care and economic viability is a delicate balancing act. The skills of the team must be used in such a way that their capabilities are maximised. Treatment which is outside the competence of a therapist 15 must be carried out by a dentist, but to refer as much work as possible to a therapist would free up more of the dentist's time for more complex or private treatment. This study has provided some useful examples of goal setting, incentives and bonuses to encourage productivity among therapists.
It has long been recognised that the therapeutic role of therapists is not directly costed. 4 Longer term health gain must be taken into account. 16 Building up a preventive practice ethos may be seen to add 'value', but under the present systems, any fi nancial gain is more uncertain. 9 However, if preventive tasks formed part of the dentist's rather than the therapist's workload, the profi t margin would be even more questionable.
It has previously been noted that General Dental Practitioners (GDPs) would need to plan payments carefully as the introduction of the new dental contract might make therapists' employment fi nancially non-viable. 6 When principal dentists were consulted in Wales, 29% thought that hygienist/therapists should be self-employed, 22% that they should be employed while 33% stated no preference. There was concern that expected salaries might be disproportionate to therapists' earning and productivity capacity, and that at £30 per hour they would not prove cost-effective (having to gross £50-£60 per hour). Overall, it was suggested that practice profi tability could be improved by employing hygienist/therapists on an hourly rate once UDAs were introduced. 6 In England and Wales, there seems to be some professional misunderstanding about the earning of UDAs. It is correct to say that the UDA earned can only be attributed to a dentist with a performer number. However, that treatment can be completed by a therapist without the need for the dentist to see the patient after the examination. The majority of patients are provided with treatment in Band 1 or in Band 2, 17 which is normally within the scope of a therapist. It may be argued that the therapist would not earn extra UDAs for the practice in these circumstances, but this only looks at one side of the equation. If the therapist were to complete as much treatment as possible, it would reduce the appointment time needed with the dentist to complete treatment and the productivity of the dentist in the time saved must be accounted for in assessing the viability of the therapist.
Contracts for NHS services are normally agreed at practice level between the provider and the contracting organisation. The staffi ng required to deliver the contract targets within the contract value is a practice decision. A dentist may wish to develop more private work and could pass some of their contract value to a therapist or perhaps replace a departing dentist with a therapist.
There are discussions within the profession about how dental contracts will be monitored in the future and in response to the Health Select Committee report on dental services (July 2008), 18 the Department of Health commissioned an independent review. 19 The Steele Review has emphasised the need for transition from dental activity to oral health using care pathways, 19 while fi nding ways 'to support dentists to make best and most cost-effective use of the available dental workforce' . Linking commissioning to the best use of skill mix is also a key component of the Report of the BDAs Independent Local Commissioning Working Group. 20 In addition, within the Government response it was announced that a new access indicator will be developed in consultation with stakeholders. At present, the feeling is that there will be less emphasis on UDAs as the sole measure and more interest in a broader range of indicators, 19 including preventive advice such as dietary control and oral hygiene regimes, application of topical fl uorides, the prescription of high fl uoride content toothpastes and smoking cessation advice. Other indicators of a successful practice may be information on waiting times, availability of appointments for urgent care, new patient acceptance and patient satisfaction surveys. The therapist in practice can contribute signifi cantly to a number of these indicators and will become a valued member of the team.
Across the UK within the salaried services, 'Agenda for change' has created a substantial degree of dissent in terms of the level of the award in relation to other dental healthcare workers. Nevertheless, there are benefi ts to working in a large organisation, including support facilities, in-service training and in this case, the opportunity to focus on special groups of patients. Since the salaried services are more likely to employ older therapists who will be facing retirement, recruitment could present a major challenge in this area in the near future.
It has been argued that the cost-effectiveness of DCPs depends on an unmet demand for dental services 16 and areas of high need and low access. 12 Ultimately, it has been suggested that it would be cheaper to allow therapists to work independently, with referral from therapists to a dentist 2, 13 as in some skill mix arrangements in medicine. Not having the dentist see and assess every patient would help DCPs to be costeffective if they can develop the competencies to carry out the basic examination and formulate a treatment plan as practised in New Zealand.
14 Alternative models might also include dental centres established in areas of need where therapists, paid from a monetary allocation from the NHS (rather than from the dentist), could receive referrals from GDPs. 13 In conclusion, this study has confi rmed that two thirds of therapists are paid an hourly rate in at least one of the locations where they work. Similarly, just over half are paid a fi xed monthly amount and one third are self-employed. A number of fi nancially-related concerns were identifi ed, some of which may have implications for future recruitment and retention. 
